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OVERVIEW OF SURVEY

The data presented here are the results of a survey of physician

extenders currently practicing in Michigan as of November, 1973. This

study was done to assist the Michigan Advisory Commission on Physician

Assistants, Department of Public Health. The Commission is charged with

approval of physician assistant training programs in the state, and with

developing recommendations regarding the credentialing and regulation of

physician assistants. Physician assistants are currently covered only by

an exemption to the Michigan Medical Practice Act.

The purpose of this study was to examine current utilization in order

to develop criteria and guidelines for the definition of the scope of prac-

tice of physician assistants and to delineate training standards for assis-

tants. Both physician assistants and their supervising physicians were

surveyed. The instruments were designed to provide data on three issues:

the market for physician assistants, the impact of assistants on health

care delivery, and the satisfaction of physician assistants and their super-

vising physicians with training and the assistant role.

Data from the survey can be considered when evaluating alternative

legislative proposals concerning the credentialing of physician assistants

in Michigan. The survey also provides an analytical data base for relating

the state situation regarding assistants to that of the nation as a whole.

It is also hoped that this study will raise the visibility of physician

assistant training and credentialing issues in the medical community to

stimulate their input into the policy development process.

A physician assistant has been tentatively defined in state law as

a '...person qualified by training, education or experience to perform

selected acts or functions in the practice of medicine or osteopathy under
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the direction of a (licensed) physician..."1 For this survey, this de-

finition was modified to include any personnel who assist or collaborate

with the physician in providing patient care, which means that nurses

with additional training who are functioning in expanded roles were also

included in the population. In this paper the term "physician ext(rder"

is used as a label for this expanded definition.

The rationale for expanding the definition to include both specialized

nurses, who generally have masters degrees, and nurse practitioners was

that while they may not be covered under the new legislation, their func-

tions may be very similar to those of the physician assistants. Infor-

mation on their impact on the delivery and cost of health care may be help-

ful in deciding what types of physician extenders should be trained in

light of the goals for producing physician extenders.

The list of physician extenders was obtained from members and staff

of the Advisory Commission on Physician Assistants, Wayne State University's

Health Nurse Clinician program and the University of Michigan's Clinical

Nursing Specialist program. The list of physicians supervising the phy-

sician extenders was obtained from the above sources as well as from the

physician extenders when they were contracted for the telephone interview.

In the next section methodology will be discussed. The results of

the survey of Michigan physician extenders will then be presented in eight

parts: Chapter I is an analysis of the distribution of population, physi-

cians, and physician extenders within the state of Michigan. Chapter II

concerns the characteristics of physicians who supervise physician extenders.

This information is compared with the total population of physicians prac-

ticing in Michigan. Chapter III deals with characteristics of physician

'Act No. 312, Public Acts of 1972, approved by the Governor January 1, 1973.
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extenders who are currently practicing in the state. Chapter IV analyzes

the utilization of physician extenders in Michigan, and Chapter V assesses

the effect on the physician's practice of hiring a physician extender.

Chapter VI presents findings on the satisfaction expressed by the physi-

cians and the physician extenders. Chapter VII looks at the market for

physician extenders and their plans for the future. Finally, in Chapter

VIII, policy recommendations are developed for the state based upon the

survey data.
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METHODOLOGY

The data were collected from the population of physician extenders

and their supervising physicians using a combination of a factual question-

naire and i telephone interview. The factual questionnaire was mailed out

with an explanatory letter and a schedule of the questions to be asked

during the telephone interview. This was followed up by a telephone call

to answer questions and to set a time for the telephone interview.

The physician extender questionnaire was designed to ascertain the

demographic characteristics of the extender (age, sex, location, salary,

etc.) as well as to indicate generally how the extender spends his time,

the type of tasks he performs, and the degree of supervision under which

he performs various tasks. The interview schedule contained open-ended

questions which focused on the extender's job market; the role he plays

in non-patient-care tasks and in patient management; and the extender's

opinions on the factors which limit his independence and the full utili-

zation of his skills, on the adequacy of his training, and on the extent to

which patients accept his professional judgment.

Fifty-four physician extenders, or 81% of the population of 67, res-

ponded to the survey. Both the factual questionnaire and the telephone

interview were completed by 75% (49) of the population and five extenders

responded to the telephone interview only. The reasons for non response to

the survey may be seen in Table 1. Nineteen potential respondents were

excluded from the population because six were still in training, ten did

not function as physician extenders, and three had left the state.

Through either the questionniare or the interview, the type of physician

extender was determined for the 54 respondents. The population included

six types of extenders: eighteen physician assistants, nine nurse practi-



5

TABLE 1

SURVEY POPULATION AND RESPONSE RATE

PHYSICIAN EXTEXERS

TOTAL POPULATION

RESPONSES

COMPLETE

INTERVIEW ONLY

ION RESPONSES

CHOSE NOT TO PARTICIPATE

LATE RESPONSES

COULDN'T BE LOCATED

UNKNONN

EXCLUDED FROM POPULATION

STILL IN TRAINING

PLOT IN PEE, ROLE

LEFT THE STATE

PRETESTED:

PHYSICIAI SUPERVISORS

TOTAL POPULATION

RESPONSES

COMPLETE

INTERVIEW ONLY

FACTUAL ONLY

TOTALS SUB-TOTALS

54 81%

49 73%

5

13

2

2

4

5

19

6

10

3

2

39

38 97%

29

6

3

74%
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tioners, twelve health nurse clinicians, nine clinical nursing specialists,

two primarily performing technical functions, and four classified as

"other." This last category was comprised of prison medical personnel.

The physician factual questionnaire also was designed to obtain demo-

graphic data (age, sex, work setting, specialty, etc.) and other data on

the characteristics of the physician's practice (e.g., number of patients

seen, age of patients, number of other staff). Questions were also inclu-

ded on quantitative changes in his practice since hiring the extender (e.g.,

changes in number of patients seen, changes in net revenue). The telephone

interview concentrated on qualitative changes in the physician's practice

(changes in scope or thoroughness, etc.) and on the physician's satisfac-

tion with the extender (adequacy of training for tasks the physician desires

the extender to perform, willingness to hire additional personnel of this

type, etc.).

Thirty-nine physicians were included in our population of supervisors

of physician extenders. Twelve of the physician extenders were not paired

with a supervising physician either because the physician(s) did not respond

to the questionnaire or because the extender was in an institutional set-

ting where no physician supervisor was easily identifiable. Ratios of

extenders to physicians varied considerably in the study (e.g., four ex-

tenders/one physician, one extender/four physicians etc.).

Responses were received from 38 (97%) of the supervising physicians.

Twenty-nine physicians (74%) answered both the factual questionnaire and

the telephone interview; three responded to the factual only, and six res-

ponded to the telephone interview only.
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CHAPTER 1

DISTRIBUTION OF PHYSICIAN EXTENDERS WITHIN THE STATE

One possible effect of the production and use of physician extenders

is that they will bring more care to areas which are underserved by phy-

sicians. In this connection, the location of the physician extenders in

the survey was compared to the population and physician densities in the

state.

The hatched and striped areas in Figure 1 represent counties with

high physician/population ratios. Figure 2 shows the location of physician

extenders; each physician extender is represented by a dot. It is easily

seen that most of the physician extenders are located in counties with

high population/physician densities. There are, however, a few physician

extenders scattered in counties with lower ratios. There are no physician

extenders in the upper peninsula and only one in the upper half of the lower

peninsula (this is a county with a high population/physician ratio).

At present, physician extenders are not locating in rural areas nor are

they.locating in dense urban areas, except for a few who are employed in one

institution in an urban area. As shall be discussed later in this paper, it

appears that the major factors determining a physician extender's' location

are location of the training program and site of the preceptorship as well

as an interest on the part of the physician in using an extender. If one

of the purposes of the legislation on physician extenders is to encourage

the location of extenders in rural or urban areas which are underserved by

physicians, this movement could be accelerated in several ways.

First, programs for extenders should be located in areas which are in

need of health care. Second, to encourage students to locate in these areas,

schools should be required to place a proportion of their graduates in
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underserved areas for preceptorships, either in a private practice or in

an institutional setting. Third, physicians should be educated in the use

of extenders. Some extender prqgrams should be linked with the medical

schools in the state so that extenders and physicians learn to work to-

gether. This joint program should also encourage the placement and train-

ing of both physicians and physician extenders in outpost situations.

Finally, the type of credentialing system developed for the state could

affect the supervision required for physician extenders. If increased care

in rural areas is the goal of this policy, then the possibility of phy-

sician extenders providing care under remote supervision (for example, by

radio or television communication) should be considered.



CHAPTER II

CHARACTERISTICS OF PHYSICIANS SUPERVISING PHYSICIAN EXTENDERS

The factual questionnaire for physicians was designed to determine the

charact61,1stics of the physician's practice. These questions focused on

the type of practice and the physician's specialty. The data provide in-

formation on the environment in which physician extenders are currently

utilized.

A comparison of the specialty distribution of physicians in the state

and the physicians in our sample is shown in Figure 3. Because of the large

difference between the numbers of physicians supervising physician extenders

and the total population of physicians in the state, figures are given in

percentages. A wide distribution of specialties among physicians is seen

in Figure 3; there specialties were aggregated into a primary care cate-

gory and into another including all other specialties. The primary care

category was defined as general practice, family practice, internal medi-

cine, pediatrics, and obstetrics-gynecology.

As can be seen in Figure 4, our sample is roughly representative of

the primary and non-primary care specialty distribution of the total phy-

sician population in Michigan. However, primary care supervising physi-

cians represented a higher proportion of our sample (66%) than the total

state population of primary care physicians (49%). Likewise, our sample

included a smaller percentage (34%) of non-primary care physicians super-

vising physician extenders than the total of state non-primary care spe-

cialists (51%).

Figure 5 depicts the physicians' type of practice. There were few

respondents in solo practice, but almost half (43%) of the supervising

physicians were in private practice (solo or group). The rest are pri-
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FIGURE 4

PHYSICIO IN PRIMARY AND NON-PRIMARY CARE SPECIALTIES
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marily included in the professional and corporation practice category

(41%), which includes hospital-related practices. These data suggest that

physicians in private practice and those in institutional practice are

equally disposed to hiring physician extenders.
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FIGURE 5

PHYSICIAN SUPERVISORS BY

TYPE OF PRACTICE
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CHAPTER III

CHARACTERISTICS OF PHYSICIAN EXTENDERS

Six basic types of physician extenders were included in the survey:

the physician assistant, the nurse practitioner, the health nurse clinician,

the clinical nursing specialist, personnel involved in primarily technical

functions, and those involved in ala other categories (see Figure 6). These

job titles were given by the physician extenders, and were not titles as-

signed by the survey team.

For statistical purposes, these categories were collapsed into three

groups. The first group, the physician assistants, included graduates of

formal PA programs (e.g. Duke, Alabama, Marygrove, etc.), assistants with

military training, and the "other" category which was comprised of prison

medical personnel who perform physician assistant functions but who have

little formal training. The second group included all expanded nursing roles

(nurse practitioners, health nurse clinicians, and clinical nursing specia-

lists). It may be that nurse practitioners function differently from the

other two types of nurses in our study and that their role may closely

approximate that of the physician assistant, however since there were only

9 practitioners in our study separate analysis of this group was not usually

possible though some aspects of their uniqueness will be pointed out later.

The third group consisted of 2 technical extenders. One of these extenders

is in a neurological specialty, and the other had limited training in several

specialties. Because of the small number in this category, technical per-

sonnel were disregarded in most analyses.

The representation of minorities within physician extender roles is

illustrated in Figure 7. The top graph shows the distribution of physician

extenders by type and sex. There are more males in physician assistant roles
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FIGURE 6
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FIGURE 7

PHYSICIAN EXTENDERS BY SEX PIE) RACE
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and more females in nursing roles. The chart on the lower half of Figure 7

shows that there are many more whites than blacks in both physician extender

roles. These data suggest that sexual and racial stereotypes are developing

for the physician assistant and expanded nursing roles. If this trend is to

be halted, training programs must alter their recruitment and admission pol-

icies to encourage greater racial and sexual mix in the entering students.

The specialties of physician extenders are shown in Figure 8. The

specialties of the extenders were divided into non-primary care and primary

care specialties. The latter includes extenders in general practiLe, gen-

eral internal medicine, pediatrics and obstetrics-gynecology. Physician

assistants and nurses in expanded roles are equally divided between pri-

mary and non-primary care specialties. Orthopedic physician assistants make

up 38% of the assistants and were the only type of assistant which had been

graduated in Michigan at the time of this study.

The primary work settings of the physician assistants and nurses are

shown in Figure 9. A few of the extenders function in more than one setting,

but for most the primary setting was easily determined during the telephone

interview. Fifty percent of the physician assistants were working in pri-

vate offices. This is in agreement with the 1972 AMA study which found that

half of the S8S physician assistants surveyed were employed in private offices

and half in institutional settings.2 On the other hand, nurses are primarily

(77%) in clinics or hospitals. Of the seven nurses in private offices, five

are nurse practitioners in pediatrics, a primary care specialty. Though our

population of nurse practitioners is small (9 nurses), the data suggest that

2
AMA, Department of Health Manpower, Division of Medical Practice, "1972 Sur-
vey of Operational 'Physician Assistant' Programs: Numbers Graduated and
Employed," unpublished report.
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nurse practitioners are much more likely than other nurses in expanded roles

to practice in private offices. Perhaps this is because they are involved

in primary care.

Figure 10 shows the work settings of assistants and nurses in primary

and non-primary care specialties. Forty-six percent of the extenders in

primary care were working in private offices. Of the extenders in non-pri-

mary care specialties, 46% are in hospitals and 27% are in clinics. Three

of the six specialty extenders in private practice are orthopedic assis-

tants who are not using their specialty skills, two are working in another

specialty (neurology) and one is in a general practice. Tentatively it

appears that primary care specialists are working in private practices

while those in other specialties are working in institutional settings.

The type of training obtained by the physician extenders is shown in

Table 2. Most physician assistants and nurses have undergone formal training.

Formal training for this population includes: masters degrees in an expanded

nursing role; degrees from physician assistant programs, usually a two-year

program which sometimes followed a nursing diploma or bachelors degree;

and nurse practitioner programs which are of four-month duration and follow

a nursing diploma.

One thought behind the creation of the physician assistant role was

that it would be a career pathway for military medical personnel so that their

training would not be lost to and could be utilized in the civilian sector.

Only three of the physician assistants received all of their professional

training in the military. However, thirteen other extenders indicated that

they had had some military training prior to their formal professional

training. These extenders included eleven physician assistants, one nurse,

and one technician. Thus, while the military is not a direct supplier of

all physician extenders, the military medical experience was a predisposing
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FIGURE 10

1NORK SETTING OF PHYSICIAN EXTENDERS

IN PRIMARY CARE AND OTHER SPECIALTIES
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factor for over half of the physician assistants.

The location of the extenders, professional training is shown in

Figure 11. Most of the physician extenders obtained their education in

Michigan. This finding is influenced by the inclusion of the twelve health

nurse clinicians, nine clinical nursing specialists and eight orthopedic

assistants in our. study, all of whom were trained in Michigan. There may

be little incentive for physician assistants trained outside of the state

to locate here since there is no clear definition of their status in the

state; however, our survey provided no data on this point.

The salary ranges by type of physician extender, by specialty and by

primary work setting are illustrated in Figure 12. Nearly all (85%) of the

extenders are salaried employees, only 6% are on a fee-for-service basis

and close to 5% are on hourly wage. The nurses' salaries primarily range

between $12,000 and.$16,000 with a median salary of $14,000, though two

nurses are earning less than $10,000. Physician assistants' salaries are

slightly lower than nurses and are concentrated in the range between $10,000

and $14,000 with a median salary of $11,500. However, two physician assis-

tants are earning more than $20,000. Both technicians in the study are also

earning over $20,000 which can be attributed to their seniority and admin-

istrative roles.

Charts 8 and C in Figure 12 show the distribution of extender salaries

by specialty and primary work setting. Two thirds of the physician extenders

in non-primary specialties are earning salaries in the $12-15,999 ranges,

but extenders in primary care specialties are much more widely distributed.

As seen in Figure 10, there is a fairly high correspondence between primary

care and private practice and between other specialties and institutional

settings. Thus, in Chart C, the salaries of two-thirds of thek extenders
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FIGURE 12

SALARIES BY TYPE, SPECIALTY, AND WORK SETTING
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working in hospitals and clinics are also concentrated in the $12-15,999

ranges while those in private offices are more widely distributed.
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CHAPTER IV

UTILIZATION OF PHYSICIAN EXTENDERS

Several studies have been or are now underway to examine how physician

extenders are and should be utilized. Given the rather limited nature of

this particular survey, comprehensive and indepth analysis of all of the

aspects of physician extender utilization was not possible. What the survey

has attempted to do is to provide an overview of the type of activities per-

formed by the physician extender in both office and patient management, and

to try to relate these tasks where possible to various factors in the back-

ground of the extender, such as training and education.

Specifically, this section will first focus on the proportion of time

extenders spend in several broad categories of work and the role which the

extenders see themselves as playing in office and patient management. Se-

cond, the specific kinds of tasks physician extenders perform, the degree of

supervision under which they perform them are examined. The relationship

between the type of physician extender, his/her education and background,

and the types of tasks performed are also explored. Finally, the conditions

either of the patient, the visit or the practice which might affect the

degree of discretion allowed the physician extender are evaluated.

Time Allocation and Role

The physician extenders were asked in the factual questionnaire to

indicate the percent of time they spent in six functional categories:

administration, patient care, information and counseling, technical and

laboratory tasks, and other functions. Examples for these categories

given in the physician extender questionnaire were as follows:

Patient Care: diagnosis, examinations, treatment, patient history, etc.

Information and Counseling: information about child care, interpreta-
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tion of doctor's instructions, etc.

Administrative/cleriCal: inventory and supply, insurance forms, etc.

Technical: immunizations, vision and hearing screening, anthropometric
measurement, etc.

Laboratory: blood count, urinalysis, throat culture, etc.

Other Activities: specified by the respondent and included conferences,
supervision, surgery, education, etc.

It was found that physician assistants and nurses spend little of their time

in administrative, technical or laboratory functions (see Figure 13-C, D, E).

Extenders spend most of their time in patient care and information counseling

activities. Nurses have more "other" types of activities than physician

assistants, and this is because of the greater number of nurses who teach

or who are in hospital supervisory or management positions.

It can be seen in Figure 13-A that, on the average, most nurses spend

between 30 to SO% of their time in patient care as defined above. In com-

parison, nearly half of the physician assistants indicated that they spend

at least 70% of their time in patient care. In contrast, Figure 13-B shows

that information and counseling is predominately a nursing function, and

not a physician assistant function. No physician assistant spends more

than 20% of his time in tasks of this nature, while all but one of the

nurses spend between 30 and 70% of their time in information and counseling.

This might explain why the nurses indicated they spent slightly less of their

time in direct patient care.

Because information and counseling can be considered to be part of the

patient care function, these two types of tasks were combined and were anal-

yzed by type of extender (Figure 14). It was found that all but one nurse

spends SO% or more of her time in this more expanded definition of patient

care and that most nurses spend 80% or more of their time in these two

capacities. Only three physician assistants (15%), however, spent more
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than 80% of their time in these two combined activities. These data in-

dicate first that the physician extender is primarily involved with broad

patient care activities rather than office management activities as defined

in this analysis. Secondly, physician assistants of all physician extenders

spend slightly less time in direct patient care than nurses, the remainder of

time being spent in more technical or administrative types of duties.

These activities, however, may contribute as much to the productivity and

efficiency of the care provided by the practice as the nurses contribute in

direct patient care.

In the telephone interview the physician extenders were asked what role

they played in the management of patient care (scheduling and routing of pa-

tients for single visits, multiple visits during an episode of illness, and

continuing or preventive health care) and in office management (business

functions including filling out of insurance forms). The extenders used

four terms (assisting, substituting, complementing, and collaborating) to

describe their role in these areas. Based on the information provided by

the extender and our own synthesis of the various concepts involved, the

following definitions were developed by the research group:

Assist:

Substitute:

Complement:

the physician extender works closely with the physician under
direct supervision, and helps the physician to perform patient
care and office management tasks; this results in relatively
small increases in the productivity of the physician.

the physician extender, with or without direct supervision
performs tasks which the doctor would otherwise have to do;
this represents a significant increase in the productivity
of the physician.

the extender acts in either an assisting or substituting
capacity, but adds a significant new dimension to the tasks
which would not be there without the extender.

Collaborate: the extender works with the physician on a peer level and
has professional responsibility for the tasks performed whe-
ther done to assist, substitute, or complement the physician.

Responses, however, were not based upon these definitions.
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Of the physician extender respondents, 90% reported some role in

management of patient care. Thirty-six percent said they assisted and 19%

said they substituted for the physician in patient care management. Twen-

ty-seven percent believed they collaborated with and 8% perceived their role

as complementary to the physician in the management of patient care. Those

whb responded that they collaborated or complemented the physician were the

nurses in expanded roles. Traditionally, nursing encourages the role of the

nurse as a complement to or collaborator with the physician. It is unknown,

however, how many physician assistants might have classified themselves as

collaborating or complementing the physician had the defintions presented

above been provided to them.

Physician extenders were also asked in the interview about their role

in office management or business tasks. Only 21% of the assistants felt

they had a role in office management. Of this 21%, half felt they assisted

and half felt they substituted for the physician in office management.

These findings are consistent with the low percentage of time the extenders

reported allocating to administrative functions and serve to underscore the

overall importance of patient care activities in the job of the extender.

Task Analysis

As stated previously, a complete analysis of all tasks being performed

by physician extenders was not possible in this limited, pilot survey.

Because of this fact, a limited sample of tasks was used to provide a rough

indication of the type and difficulty of work being done by the various

categories of extenders as well as the supervision received while performing

this work. The sample of tasks was the same as used by the American Aca-

demy of Physician Assistants in a survey conducted in 1973.3

3American Academy of Physician Assistants, "The Physician Assistant: How
the PA Sees his Place in Medicine," Patient Care, August 1, 1973, p. 14.
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In our survey, physician extenders were asked to indicate the amount

of supervision experienced in the performance of each task on this list

(direct or indirect supervision, extender would initiate, or does not per-

form). The degree of difficulty of these tasks was rated independently

by four faculty members of the School of Public Health at the University

of Michigan. The faculty group was comprised of two physicians, one Ph.D.

registered nurse involved in education, and one public health nurse. Tasks

were rated on a four point scale: A, being the least difficult and D,the

most difficult. Tasks for which there was substantial disagreement were

eliminated from further analysis as being too vague or subject to possible

misinterpretation by the respondents;and the B and C rated tasks were col-

lapsed into one medium-difficulty category. 4
A list of these tasks, their

scoring as to degree of difficulty, and the percent of physician extenders

performing these tasks are included in Appendix II. After eliminating the

contentious tasks, 28 tasks remained for which there was agreement. A list

of the tasks included in the analyses following and their distribution with

respect to difficulty is presented in Figure IS and Table 3.

Performance or non-performance of these tasks was examined by type

of physician extender, education level, and work setting. Most extenders

performed the A level, or least difficult, tasks and generally a higher

percentage of physician assistants than nurses performed them. No cor-

relation was found between performance of the "A" tasks and education level

or work setting.

For B-C level tasks, that is, those of medium difficulty, there was

little difference in performance of tasks by level of education or work

4
"Substantial disagreement" was defined as any situation where two or more

raters disagreed, or where one rater disagreed by more than one level of
difficulty (i.e. three ratings of "C" and one rating of "A").
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FIGURE 15

DISTRIBUTION OF SURVEYED

TASKS BY DEGREE OF DIFFICULTY
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setting, but there did seem to be some correlation between performance and

extender type. Assistants and nurses both performed the following tasks:

administering medication, giving immunizations/injections, interpreting

physicians' instructions, giving minor medical advice, and initiating entry

into health care systems. Only assistants put on casts and applied trac-

tion, and primarily physician assistants prepared and sutured lacerations,

removed sutures, performed throat culture analysis, and administered local

subcutaneous anesthesia. Only nurses, on the other hand, gave minor medical

advice over the telephone and made home visits when diagnosis was chronic;

these two tasks may be considered to be traditional nursing tasks.

Few physician extenders performed those tasks which were classified

as most difficult; the only exception was arriving at and recording a pro-

visional medical diagnosis which assistants and nurses equally reported

performing. For other tasks of "D" difficulty, more physician assistants

than nurses reported performing them. There was no correlation with per-

formance of these tasks and education level; the extenders in prisons and

in private offices most frequently reported performing these difficult

tasks.

The physician extenders also reported the degree of supervision under

which they performed the tasks. Though physician assistants performed A

and D level tasks more frequently and B-C level tasks equally with nurses,

nurses performed tasks of all levels of difficulty with more independence

than did the physician assistants. Thus, while physician assistants gen-

erally perform a wider variety of tasks, nurses more often initiate tasks

on their own, no matter what degree of difficulty.

Except for a few B-C level tasks, there is no correlation between level

of supervision and level of education for any tasks. Generally, work setting
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is a better predictor of both performance and independence than is level

of education. Physician extenders in clinics and prisons functioned with

less supervision in this study than did extenders in private offices and

hospitals. There is less correlation of supervision and work setting for A

and 0 level tasks, the easier qnd more difficult tasks, than there is for

B-C level or moderate difficulty tasks.

As a measure of their discretion or supervision in patient care,

physician extenders were asked if nine conditions would have an effect on

their independence (Table 4). The most significant influence on the amount

of supervision or discretion allowed a physician extender is the severity

of a patient's condition. It was found that 80% of all respondents believed

the severity of the condition would influence the degree of discretion or

supervision while 20% felt that it would not. The physician extenders were

evenly divided on the questions of whether or not the age of a patient or an

acute condition would have an effect on their supervision or discretion.

These findings suggest that many areas are open to the physician extender and

that it is not the situation, but rather the medical problem which in-

fluences his discretion or supervision.
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TABLE 14

COi@MONS AFFECTItt

PhYSICIAN COMER SUPERVISION

CONDITION

% RESPONSES

POSITIVE NEGATIVE

AGE 46 54

SEX 28 72

SEVERITY 80 20 *

ACUTE CONDITIO% 52 to

CHRONIC CONOITIONS 37 63

FIRST VISIT 41 59

REPEAT VISIT 37 63

DROP IN VISIT 25 75

LOCATION OF VISIT 26 74

*SEVERITY IS THE ONLY CONDITION WHICH AFFECTS THE

AMOUNT OF SUPERVISION OR DISCRETION.
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CHAPTER V

EFFECTS OF A PHYSICIAN EXTENDER ON THE PHYSICIAN'S PRACTICES

The quantitative and qualitative impacts of the physician extender

as expressed by the physician will be discussed in this section. The quan-

titative effects include changes in the size of the practice, in the num-

ber of patient visits, and in the net revenue of the preti,ee. Qualitative

changes include differences in the tasks the MD does, the thoroughness with

which he does them, and differences in the scope of the practice.

There are problems in attempting to measure the productivity of a

practice. All aspects must be taken into account, for changes in one area

may affect the amount of change that is possible in another. For example,

one may not be able to increase simultaneously both quality of care and

volume of service. Furthermore, one product of the use of physician ex-

tenders is a better utilization of the physician's skills. This may or may

not be accompanied by actual quantitative or qualitative changes in the

practice.

Before looking at these effects, some background information should be

considered. The patient load of both the physician and his extender, and the

relationship of the extender to the physician in terms of patient visits,

provide an overview of the volume of service in these practices.'

Physician Patient Load

Of 32 physician responses, nearly 50% spent five days per week seeing

patients. Another 25% saw patients six days a week. Thirty of the super-

vising physicians saw an average of 31 patients per day; but the distribu-

tion was skewed with 60% seeing fewer than this.

Thirty-two physicians reported on the percentage of their week spent

in patient care in the office. The responses form two clusters, with 35%
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spending from 21 to 40% of their week in this way, and 41% spending from

61 to 80% of their time in this capacity. On the average, these physi-

cians spent 55% of their time in office patient care. Twenty-seven phy-

sicians reported on time spent in hospital patient care. Seventy-four per-

cent spent from 11 to 30% of their time in this way, with an average of 25%.

Physician Extender Patient Load

As expected, the majority of physician extenders saw patients five

days a week (70% of 46 responses). Eight physician extenders, or 15% saw

patients only two or three days a week. These were usually nurses func-

tioning in dual roles, where an expanded patient care role was combined with

a supervisory, administrative, or teaching position. Another six extenders

saw patients'six or seven days per week.

Physician extenders tended to see fewer patients per day, with an aver-

age of 21, than did physicians. Most (79%) saw 25 or fewer patients per day.

Almost half, 19 out of 42 respondents, saw ten patients or fewer; ten exten-

ders, or 24% saw from 11 to 20 patients; and four physician extenders saw

from 21 to 25 patients per day. Only nine, or 21% saw more than this, with

responses scattered up to 75 patients per day.

To help define the physician extender's role in and contribution to the

practice, the physicians were asked what percentage of patient visits were

seen only by the extender and what percentage were never seen by the extender

(Figure 16). The physicians generally agreed that the percentage of patient

visits handled only by the extender was fairly low. Of 24 physicians who

responded, almost half indicated that the physician extender alone handled

only 10% or less of the patient visits. Another 38% said the physician ex-

tenders handled from 11 to 30%. And a few physicians estimated that their

physician extenders handled from 41 to 60% of patient visits. Six of the
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FIGURE 16
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physicians also specified that the physician extenders did consult with the

physicians on the visits they handled.

In addition, Since eleven physician extenders worked with no specific

physician supervisor, we have no data on how many visits they alone handled.

These are mostly nurses in clinics and hospitals, where it is much more dif-

ficult to determine the proportion of their contribution in terms of volume.

Extenders in these roles may be handling a larger percentage of their pa-

tients independently, which would tend to even out the distribution, but

there are no specific data on this.

Physicians varied widely on the percentage of patient visits which

they handled without the physician extender. More than one-third (11) of

the 28 respondents indicated that from 71 to 95% of the patient visits

were not seen by physician extenders. An equal number said that the phy-

sician extender alone handled up to 50%. These latter were evenly divided

between physicians who reported that only up to 10% of patient visits were

not seen by the physician extender, and those who responded that 41 to 50%

of patient visits were not seen by the physician extender.

In cases where few patient visits were handled without the physician

extender, the extenders probably did the preliminary work-up and referred

the patint to the physician with a provisional diagnosis or assessment.

There may be various reasons for the high number (70-95% in some practices)

of patient visits never seen by the extender. Perhaps the extender was

used in only one of the physician's settings, or for certain types of pa-

tients or specific kinds of care. In some of these cases, the physician

extender may have been handling this portion (5-30%) of the physician's

practice very independently.
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Quantitative Changes

It should be noted here that the measures given of quantitative and

qualitative changes in the practices are provisional indicators. Many of

the physician extenders in the survey were relatively new in their posi-

tions, and it was difficult for their physician supervisors to estimate

the extent of any changes. A number of the physicians were not able to

answer. And in addition, no data were available on the qualitative and

quantitative effects of the 11 extenders who had no specific physician

supervisor. Thus, reported increases in volume of practice may be mini-

mal. They are a measure not of the potential of physician extenders to

increase services, but of the current situation only. As the extenders

grow and develop in their roles, it is reasonable to assume that their

effects on the practices will grow also.

Practice Size

Figure 17 shows the physicians' perceptions of the magnitude of

increase in their practice sizes as a result of the physician extenders.

The largest group of responses (12 out of 21) were evenly divided between

those who said that the extender increased their practice from 1 to 10%,

and those who perceived the increase to be from 11 to 20%. Seven physi-

cians gave estimates of increases ranging from 21 to 40%, and only two

physicians gave higher percentages. In other words, 72% estimated in-

creases of over 10%, but fewer than half (43%) perceived increases of over

20%. In a question on the factual questionnaire concerning total number

of patients in the practice, 28 physicians responded: nineteen (68%) reported

an increase in practice, eight (20%) reported no effect, and one reported

a decrease of 51-55%. In general, the physician extenders were seen to be

making a contribution in increasing the volume of practice, and although
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the extent of this contribution varied considerably, it was significant in

many cases.

Some of the physicians who reported increases qualified their estimates

in two ways. Three physicians whose practices had increased by less than

20% noted that they felt the quality of care given to their patients had

improved. Another five physicians reported that their on workload had

actually increased. Nevertheless, two of these (from the same practice)

reported low increases in volume, and one physician in a prison reported

a high increase. The other two reported no increase in practice. This

was due either to time spent in supervision and consultation, or to the

provision of more comprehensive care.

Although there are several cases where more than one physician in our

survey worked with the same physician extender, in only one case did more

than one physician in a particular practice estimate the increase in the

practice. In that instance, four physicians perceived three different per-

centage increases, which were averaged and then counted as one response.

These differences in perception point up the difficulties in collecting ac-

curate data in this area. They may also indicate differing physician atti-

tudes on the role, utilization, and contribution of a physician extender.

The reported increases in practice were broken down by principal work

setting of the physician extender, and by the specialty of the physician

(Figure 18). The range of increases varied widely for all three major set-

tings. The fact that more physicians whose extenders work in private offices

reported increases in their practices is most. likely due to the difficulties

of ascertaining such data in clinics, and particularly in hospital settings.

In addition, physician extenders in institutional settings are, in many cases,

nurses who emphasize complementary care for patients, rather than the pro-



- 48 -

FIGURE 18

PERCH-AGE DIFFERENCE IN PRACTICE
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viding of basic medical care to increasing numbers of patients. Also, many

of those do not have one particular physician for whom they uork, as discus-

sed previously. In other instances, the setting itself may impose certain

constraints which limit the contribution of the physician extender with res-

pect to quantity.

Increases in practice by specialty were considered in terms of primary

care and other specialties. Many more physicians in primary care (15 out of

21) reported increases in their practice, and the increases were higher than

those reported for specialties. Primary care physicians averaged an increase

of 27%. The six specialty physicians averaged increases of only 12%, with

two-thirds falling at the 10% level or below. However, as Figure 10 in

Chapter III shows, specialist physicians and extenders tend to be working

more in hospitals and clinics, and the difficulties in,obtaining data for

these settings have already been discussed.

Office Visits

Two further components of increases in practice were explored in the

factual questionnaire (Figure 19). Physicians in 18 practices, or 72%,

indicated an increase in the number of patients visiting the office per

week, as a result of the use of a physician extender. Seven (28%) said

there was no effect. Of those who indicated an increase, only eight re-

ported percentage figures, which varied widely. Over half of these how-

ever, gave increases of over 35%.

Physicians in nine practices indicated an increase in the number of

patients per week that they see personally. Most of these gave percentage

figures of under 25%. In seven practices there was a reported decrease

in this figure, and in ten practices no effect was reported.

These increases in total number of patients in the practice, in the
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number of patients visiting the office per week, and in the number of pa-

tients seen personally by the physician suggest increased productivity and

improved use of resources as the result of hiring a physician extender.

It should be noted that a decrease in the number of patients seen personally

by the physician does not necessarily mean a decrease in productivity. It

may indica.ze that one of the benefits of the physician extenders is that they

free the physicians so that they can spend more time with difficult cases

and less time with routine care. This constitutes a better use of the

physician's skills and should result in improving quality of care.

Qualitative Changes

To appreciate more fully the effects of a physician extender, several

questions in the telephone interview were designed to ascertain qualitative

changes in the practices from the physician's point of view. They were

asked how the addition of a physician extender changed the pattern of tasks,

the thoroughness or amount of time spent on particular tasks, and the addi-

tion of new tasks or changes in the scope of practice.

Task Pattern

Generally, changes in task pattern and thoroughness are closely related.

In total, 36 physicians responded to these questions, most giving multiple

answers. Changes in task pattern begin with the delegation of certain types

of tasks to the physician extender.

Type of Task Delegated No. of Physicians Delegating Each Type
(N = 32 physician respondents)

Routine Tasks 25

Physical Exams 17

Technical Tasks 12

Patient Counseling 9

Office Tasks 2
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A few physicians reported changes such as fairly independent handling of

chronic or routine cases by the extender, all in specialty areas.

As a result of delegating these tasks, the physicians were able to

use their time and skills more effectively. Thirty-two physicians reported

the following effects on tho quality of care provided for their patients.

Qualitative Changes'

No: of Physicians Re ort

Fisch Change

(N = 32 physician respondents)

Increased Careful Diagnosis 12

Increased Time for Patient Consultation 11

Increased Physician Time on Difficult Cases 10

Increased Accessibility of Physician 5

Increased Coordination of Care S

Of the 32 physicians who reported qualitative changes, six also reported

an increase in the number of patients, and seven reported a decrease in phy-

sician workload. This seems to indicate that it is not only possible to in-

crease the volume of services without a reduction in quality of care, but

that both quality and quantity can be improved simultaneously.

Another kind of change in task pattern was reported by several phy-

sicians. In these cases, the addition of a physician extender affected the

tasks of other personnel in the setting. Two physicians in hospital settings

reported that physician extenders freed the interns and residents from tech-

nical and routine tasks in one case and from well-baby monitoring in the

other. This allowed them to spend more time in consultation and in areas

requiring judgmental skills, such as diagnostic procedures.

A pediatrician in private practice noted that the presence of a

pediatric nurse practitioner in his office tended to upgrade the roles of

all the nurses in the setting. In some hospital and clinic settings, health
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nurse clinicians and clinical nursing specialists functioned as coordin-

ators of care and staff educators, improving the functioning and efficiency

of other health care personnel.

Scope of Practice

When physicians were asked if the addition of an auxiliary had changed

the scope of their practice 19 out of 34 respondents (56%) answered in the

affirmative. Five reported additional services offered. In some cases,

this meant the addition of technical or specialty tasks within the setting,

such as X-ray, inhalation therapy, or allergy testing. In two primary

care specialties (Pediatrics and Obstetrics/Gynecology), specialized functions

of the physician extender resulted in the practice of preventive medicine

and provision of more comprehensive care. However, most physicians answered

this question in terms of an increase in the quality of care in general

or an increase in the volume of services (8).

Changes in Net Revenue

One further effect that the addition of a physician extender may have is

a change in the net revenue of a practice. Forty-eight percent of the respond-

ing physicians indicated an increase in their net revenue (11 out of 23). An-

other 39% (9) reported no effect, and three reported an actual decrease in

net revenue. Of the physicians reporting increases, only four reported per-

centage figures; and most of these were increases of 10% or less.

However, these findings on the changes in net revenue are tentative. In

most cases, the physician extenders had not been functioning in their settings

long enough for physicians to ascertain with any certainty the effects on

their net revenue, particularly in terms of the magnitude of the effects.

The physicians who reported a decrease in their net revenue did not perceive

physician extenders as cost effective. This situation should improve with
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time, as the physician extenders and physicians adjust to changing roles

and work out efficient task patterns.

Other factors can affect the question of practice income. One physi-

cian in a clinic setting felt that physician extenders would not be cost ef-

fective unless they were willing to put in the kind of hours that a phy-

sician does--or at least to work more than a 40-hour week.

Also, the various types of physician extenders have varying effects

on revenue. Some expanded nursing roles emphasize care that is complemen-

tary to, that provided by the physician. This type of extender has a dif-

ferent effect on revenue than one who provides substitutive services; that

is, one who takes over certain aspects of care from the physician. Fur-

thermore, substitutive services are more likely than complementary care to

be acceptable for reimbursement by third-party payors.

Our findings are limited by the difficulty of measuring the revenue

effects of extendeis in institutional settings. While it is important that

the cost effectiveness of physician extenders be determined, this task was

not considered to be within the scope of this survey. Variations in type

of physician extender, work setting, and care provided, together with addi-

tional problems of reimbursement and third-party payment policies, are all

factors that will require further attention in attempts to establish the

cost effectiveness of physician extenders. In the meantime, indications are

that physician extenders in general are economically viable. In view of the

practice size increases reported by physicians, it is probable that revenues

will rise.

In summary, it is clear that physician extenders are having positive ef-

fects on the practices in which they work. Physicians strongly indicated both

increases in the volume of services and improvements in the quality of care
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given to their patients. In many cases, physicians felt that their time

and skills were now being used more appropriately, and this has resulted in

their general satisfaction with the physician extenders.
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CHAPTER VI

PHYSICIAN EXTENDERS' AND PHYSICIANS' SATISFACTION WITH THE
EXTENDER ROLE AND TRAINING

In this section the satisfaction of the physician extenders and

their supervising physician are examined in regard to the physician

extender role and the quality and scope of the physician extenders' train-

ing. Suggestions were also elicited from the physicians on how the ex-

tender role could be improved. The results on satisfaction presented in

this section should be viewed as tentative findings since many extenders

have been in their role for a short time, and both they and the physicians

are still adjusting to their roles.

No direct measure of the physician extenders' satisfaction was taken

because it was believed that proxy measures would be at least as accurate as

a direct measure. One measure of satisfaction was the extent to which

extenders perceived their professional judgement to be accepted by their

patients. Ninety-six percent of the physician extenders believed that all

or most of their patients accepted their professional judgement. No dif-

ferences were found in perceived patient acceptance between the physician

assistants and the nurses in expanded roles. The physician extenders prob-

ably derive some degree of satisfaction from feeling that their professional

judgement was accepted by the patients they are serving. This high level

of confidence in the acceptance by patients may also be a factor in the

general confidence of the extenders in their roles.

Another proxy measure of satisfaction was the extent to which the physician

extender believes he is using all of his skills. In the telephone interview

the extenders were asked whether or not all their skills were being fully

used. Figure 20, A, shows that overall, 63% or 32 of the physician extenders
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FIGURE 20
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felt that their professional skills were not fully used. Eighteen (82%) physi-

cian assistants and 14 (S0 %) nurses reported under-utilization. Perhaps

there is greater opportunity to apply professional skills in expanded nursing

roles than in physician assistants roles.

The physician extenders, who replied that their skills were not being

fully utilized, were then asked two more questions: were some skills not used

at all, or were some skills being used, but not as fully as they should be.

Figure 20, 80 shows that 69% (22) of the respondents felt that some professional

skills were not being used at all. More physician assistants (16) than

nurses (7) felt that some skills were never used. However a higher proportion

of the nurses, 92% (12), than physician assistants, 63% (12), felt that their

skills were not used to their fullest (Figure 20, C).

It appears that while nurses are using more of their skills, they are

not using them as fully as the physician assistants. Fewer physician

assistants are performing all the tasks that they were trained to do, but more

are performing up to their ability on tasks delegated by the physician.

The physician extenders were asked to indicate primary reasons for

non-use or partial use of their professional skills and multiple responses

were recorded for these answers. Of the sixteen assistants who reported non-

use of skills, nine said that these skills were inappropriate to the setting

or to the physician's specialty. For example, two orthopedic assistants are

working in neurology, a third orthopedic assistant is in a general practice,

and a military trained assistant cannot use skills such as lumbar puncture

in the primary care clinic in which he works. Only three assistants mentioned

legal problems as a reason for non-use of skills; however, five assistants

said that the physicians do not ask them to do certain tasks which could be

related to actual or perceived legal problems with the assistant role. As
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discussed later in this section, physicians indicated legal barriers to be

the primary reason for not delegating tasks for which the extender was trained.

Physician assistants mentioned these same three reasons (inappropriate

skills, physicians' not asking, and legal barriers) when asked why some

skills were only partially utilized. In addition, competition with interns

was given as a barrier to full utilization, particularly for specialist

assistants whose primary work setting was a teaching hospital.

Nurses were not as concerned as physician assistants about the non-use

of skills. However, the nurses who did report such underutilization agreed

with the assistants that inappropriate skills and the physicians' not asking

were barriers. A few nurses working in institutions said that an unwilling-

ness on the part of head nurses to accept nurses in expanded roles prevented

them from utilizing all skills. In addition, nurses expressed the belief

that some skills were not being used because their new role is only beginning

to develop.

The reasons nurses gave for partial use of skills were: the physician's

not asking, skills inappropriate for the setting or specialty, reimbursement

problems (such as third party reimbursement for an extender's visit to a

nursing home), and competition with interns. As before, a few nurses

felt this underutilization was temporary because their roles were still

developing. Legal barriers were mentioned by only two nurses, both of whom

were nurse practitioners trained in obstetrics and who find themselves

prohibited from performing deliveries under the current Michigan practice

acts.

Physician extenders were also asked whether their training had prepared

them for their current position. Most, 69%, of the extenders said their train-

ing had been adequate. More nurses (79 °s) felt their training to have been
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adequate than did physician assistants (64%). Possibly this finding is

influenced by the higher level of education of the nurses, most of whom have

a masters degree while the assistants training is much more varied in length.

Alsc, this finding is probably related to the lack of satisfaction implied

by the physician assistants' responses that some of their skills were not

being used at all.

In conclusion, nurses are using more of their skills and are slightly

more satisfied with their training than are physician assistants. On the

other hand, physician assistants f;e1 their skills which are being used

are being more fully used than do the nurses. Perhaps these finding are

influenced by the differences in the way these two extenders function. The

nurses in expanded roles spend much of their time in information and counsel-

ing while the physician assistants are more involved in other patient

care areas in which they "compete" with the physicians. Depending on the

preference of the individual physician, the assistant might never be abl'a

to perform certain tasks unless the demand on the practice increased and the

physician was forced to delegate these tasks. Though physician extenders feel

they are underutilized, the physicians supervising the extenders seem to

be highly satisfied with their extenders and with the extender role in general.

The satisfaction of the supervising physicians with the extender can

be seen in their willingness to hire additional extenders (which is discussed

in the next chapter), and in their answers to a question on how the extender

role could be improved. Twelve physicians commented on how the extenders'

training programs could be improved, but these criticisms were so varied

that no common suggestion emerged. Twelve physicians expressed a need for

the removal of the legal barriers and confusion concerning the assistant role,

and twelve physicians indicated the need to educate primarily the medical
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community, and secondly the consuming public, to understand the assistant

role. Nine supervising physicians were completely satisfied with the extender

role based upon their experience. Physicians supervising extenders

indicated satisfaction with the extender role, and pointed to larger

societal problems as being obstacles to the effectiveness of physician

extenders.
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CHAPTER VII

THE PHYSICIAN EXTENDER'S CURRENT JOB MARKET AND CAREER PLANS

In this chapter the physician extender job market will be analyzed to

see what factors currently influence the location of the extenders. The way

physician extenders find jobs and the reasons behind their choosing the

present one will be examined. To get an idea of what kind of career ladders

physician extenders pursue, the career plans of the extenders will also be

explored. Last, the motives of the physicians in hiring an extender, the

reasons for hiring a particular type, and the physician's willingness to hire

additional extenders will be looked at.

The development of the various physician extender roles is so new that

there is no formal job market as yet. Over one-third of the extenders (38%)

found their present positions through their training programs (Figure 21).

This includes extenders who were hired by their physician preceptors from the

field-training portion of their program and placement activities of the school.

About 20% of physician extenders contacted the physicians or hospitals

themselves. In some cases the extender contacted his or her future employer

through another physician assistant or through colleagues of physicians with

whom the extender had worked. In four cases, the employers contacted the

physician extenders and offered them positions and an equal number of extenders

found jobs through mutual connections. Thus, about 37% of physician extenders

found jobs as a result of personal and professional contacts, or by applying

to hospitals and clinics, which is roughly equal to those who found jobs

through their training programs.

Only four extenders found their positions through advertising. Two

physician assistants in a prison responded to newspaper ads placed by the

employing institution, and another in the Federal prison system responded
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to a Civil Service announcement. This suggests that the prison systems have

the most formalized channels for employment. The Federal system also has

its own physician assistant training program and sends trainees out to prisons

for field placement. There is one such physician assistant in Michigan. The

fourth physician assistant in this group placed an ad in the AMA Journal, and

considered several positions before coming to Michigan.

In a final 19% of the cases, roles were upgraded from within. This

occurred most often with nurses, some of whom were given additional on-the-

job or formal training and then took on expanded nursing functions and patient

care responsibilities. Alternatively, nurses with additional training

created new roles in hospitals or clinics in order to utilize their training

and skills more fully.

Although most physician extender positions have been found through the

training program or through professional contacts, a more formal job market

will evolve. Educating the physician community in the state regarding the

role and potential of physician extenders could expand the market for extenders.

Physician extenders were also asked whether or not they considered other

jobs at the time they were hired for their present one, and what factors

affected their decision. Fifty-two percent of the physician extenders

considered other positions. Fourteen of these extenders said they chose their

present job over others because it offered the chance to fully utilize

their skills. Other reasons mentioned were high salaries and preferences for

a specialty, setting, or geographic area. Nine of the physician extenders

who did not consider other jobs also indicated that they believed the position

offered a chance to fully utilize their skills. For these physician extenders,

preference for a specialty and familiarity with a doctor or a setting played

major roles in decision making. Higher salaries were mentioned by only five
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of these extenders.

Another area explored was the physician extenders' plans for the

future which sometimes included several options. Almost half of the extenders

(46%) planned to remain in their present positions for an indefinite time. Most

of those also expressed an interest in further development of their roles

through continuing education, the addition of new skills, and gaining accept-

ance and legal clarification of their roles.

Seven extenders indicated a desire to continue in physician assistant

or extended nursing roles, but had plans for relocation or hopes of a change in

practice setting that would allow greater use of their skills. About half of the

extenders (48%) were also interested in further formal education and training,

and in earning certification or academic degrees. Twenty-five percent planned

to attain an academic degree at the Bachelor's, Master's or Doctoral level.

Eight of these planned work in the basic or health sciences, and five in re-

lated fields such as social work, child development, psychology, and public

health. Nine extenders (17%) planned further training in health professions or

extender roles. It is often supposed that the physician assistant's role will

become a pathway to medical school, but this is not supported by our data. Two

nurse practitioners, one of whom is a nurse-midwife, and one physician assist-

ant hoped to enter medical school. Other training desired by extenders with

little formal training was in the area of nursing or formal physician assist-

ant training.
5

Only four physician assistants had plans for physician assistant certif-

ication at this time. Only two planned to take the certification examination

SThose extenders desiring nursing training were primarily military-
trained extenders who were interested in an RN or an LPN, and the on-the-job
trained nurse practitioners who were interested in formal practitioner train-
ing. Some extenders had not decided between physician assistant or nursing
training as their choice.
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for physician assistants in primary care given in December 1973. This

however, may reflect more on the requirements for eligibility; only graduates

of approved formal physician assistants or nurse extender programs were

allowed to take the exam and this excluded many of the state's extenders who

had military or on-the-job training or who had graduated from unapproved programs

(one of whom hopes for certification at some point). Physician assistants in

specialties were also not included. One physician assistant plans to become

certified by the specialty board for his field of work.

Of the physician extenders interested in developing careers in teaching,

research, administration or supervising, over half, most of them nurses, plan

to combine teaching with continued patient care. Several extenders--again,

most are nurses--are currently functioning in dual roles, combining patient care

with teaching, supervision or administration. They see this as an ideal way

to combine their interests and have a greater positive influence on health care.

Turning to the physician side of the job market, 60% of the physicians

reported that they did not have other applicants for the extender position.

This lack of competition for jobs reflects the lack of a formal job market

discussed previously.

The physicians had various and often multiple reasons for hiring a

physician extender. A heavy practice load, frequently due to a lack of

sufficient doctors in the area, was mentioned by almost half of the respondents.

An academic interest in the role was also commonly cited (about 30%). By

an academic interest, the physicians meant that they were interested in the

concept of physician assistants, nurse practitioners or nurse clinicians,

and were therefore willing to hire an extender in order to encourage the

development of these roles. Some of these physicians had been involved in



- 67 -

one of the training programs in the state.

Many physicians expressed their reasons for hiring an extender in

terms of what they wanted the extender to do. This was stated in general

terms, such as general patient care tasks, technical tasks, or particular

kinds of patient care (e.g., well-baby care or chronic maintenance). Re-

latively few physicians cited an increase in quality of care or in practice

size as a motive for adding this type of personnel. The improvements and

increases discussed in Chapter V would thus appear to be somewhat unexpected

benefits for many physicians.

Reasons for hiring were then considered in relation to the type of

extender hired and the extender's work setting. A heavy physician workload

and the desire for an extender to fulfill a wide patient care role were cited

by physicians supervising both physician assistants and nurses. However,

physicians hired more physician assistants than nurses for technical and rou-

tine tasks; whereas nurses were hired exclusively over physician assistants

for special kinds of care, i.e., well-baby care and chronic maintenance.

Also more physicians who hired nurse extenders did so because of academic

interest or exposure to the role.

With regard to work setting, a heavy workload, a wide extender role,

technical functions, and routine tasks were cited as reasons for hiring an

extender by physicians in private practice. Physicians in a hospital or clinic

setting primarily indicated an academic interest in the extender role.

Regarding the future demand for physician extender roles, evidence of the

satisfaction of these physician supervisors is seen in their willingness to

hire additional extenders. Fifty-four percent (19) of the physicians said they

would be willing to hire an additional physician extender, and another 27%

(8) answered that they would be willing but probably would not be able to
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due to financial and setting constraints. All but two of these physicians

said they could foresee hiring no more than one more extender.

Finally, with regard to the type of extender, eleven physicians would

hire a physician assistant, five preferred a pediatric nurse practitioner, three

favored a health nurse clinician, and one wanted a technical person. Familiarity

with one type of extender seemed to preclude consideration of other types.

One physician working in a family practice group particularly liked the com-

bination of a physician assistant and a pediatric nurse practitioner. The

fact that clinical nursing specialists and health nurse clinicians were not men-

tioned or were seldom mentioned is because most of them are working with several

physicians; therefore, their employers or supervisors were not included in the

survey. Seven physicians did not reveal what type of extender they would hire.

Nevertheless, this willingness of 81% of the physician supervisors to consider

hiring additional extenders does indicate high satisfaction, particularly with

the physician assistant and nurso practitioner roles.
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CHAPTER VIII

POLICY IMPLICATIONS AND RECOMMENDATIONS6

In relating survey findings to future planning for physician extenders

in Michigan, five issues must be considered.

1. Lack of Primary Care Services

a. The Problem:

-- Trend towards increased specialization.

- - Decline of primary care physicians in Michigan.

- - Priorities of the health care system favor specialists and

specialty care.

- - National Health Insurance could increase the demand for

primary care services by as much as one third.

b. Survey Findings:

1. Primary care physicians have a greater tendency to hire

physician extenders than specialists (Figure 4, pp. 11-13).

2. SO% of the physician extenders surveyed are in primary care

and SO% are specialists; the latter will not help augment

the supply of primary care services (Figure 10, pp. 22-23).

3. Specialist physician extenders tend to work in institutional

settings, which precludes increasing the efficiency of

private practice and which precludes amelioration of dis-

tributional inequities (Figure 10, p. 23).

4. Nurse practitioners are usually employed in private practice

settings (p. 19).

6
Presentation to the Advisory Commission on Physician Assistants, Michigan De-

partment of Public Health, Lansing, Michigan, May 28, 1974, Dr. Irene Butter,
James Chesney, Gigi Bosch, and Ann Webster of the Health Manpower Policy Stu-
dies Group.
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5. 3 out of the 8 Orthopedic physician assistant graduates are

not practicing orthopedics which suggests that the existing

specialty Physician Assistant Training Program is not res-

ponsive to needs in Michigan (p. 22).

c. What The Commission Can Do

The Commission is to be commended for concentrating its efforts

on Physician Assistants to the Primary Care Physician.

1. The Commission should recommend and approve training pro-

grams for physician extenders for primary care vs. appro-

val of training programs for specialists.

2. Review and evaluation process of training programs should

emphasize production and placement of graduates in areas

of demonstrated need, e.g. in Michigan, for Primary Care,

and in Private Practice.

3. Training programs should be required to find preceptorships

with Primary Care Physicians and in ambulatory care settings.

4. Nurse Practitioner training programs constitute a quick and

relatively inexpensive strategy to increase the supply of

primary care services.

5. If the State is to fund physician extender training programs

only primary care programs should be subsidized and loan

forgiveness programs might be considered.

6. Primary care physicians should be given a major role in the

training programs.

2. Geographic Maldistribution

a. The Problem

- - Rural and Inner City areas are larking in some resources

- - In rural and inner city areas some populations have lim-
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ited access to existing health care facilities.

b. Survey Findings

1. Physician Extenders locate in counties with high Physician/

Population ratios (Figures 1 and 2, pp. 8-9).

2. Physician Extenders in Michigan tend not to locate in rural

areas (Figures 1 and 2).

3. Some Michigan Physician Extenders have located in inner

cities in institutional settings (p. 7).

C. What The Commission Can Do

1. Training programs should be approved for locations in or

near areas they are intended to serve.

2. Training programs should be required to place students in

preceptorships in underserved areas.

3. Content of training should be designed to include rural and

inner city health care because different health care pro-

blems manifest themselves in rural, inner city, and suburban

populations.

4. Selection and recruitment policies should be oriented to

individuals likely to be willing to serve in underserved areas.

S. Promote the training of physicians and physician extenders

together during medical school for team practice and for

practice of Physician Extenders in outpost situations.

6. Last but most significant, regulations with respect to

supervisory requirements should include provisions which

allow for remote supervision for Physician Extenders in

outpost situations and satellite clinics.
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3. Malutilization (12 Physicians

a. The Problem:

-- Physicians perform many routine services and repetitive

tasks which do not require their extensive training and

clinical expertise.

-- Productivity of physicians can be increased substantially

by allowing Physician Extenders to assume some of phy-

sicians, responsibilities.

-- Increasing physician productivity is a quicker and less

expensive alternative to increasing the number of physi-

cians. The challenge is to train and utilize Physician

Extenders so as to facilitate maximal increases in produc-

tivity without sacrifices in quality.

-- Constraints:

1. Physicians do not always know how to use Physician

Extenders.

2. Physicians may "trade off" increased productivity for

leisure time.

3. Physicians may delegate only few tasks, may duplicate

functions of the extender, and may spend substantial

amounts of their time supervising.

4. Physicians may be hesitant to assume legal responsibility

for Physician Extenders.

b. Survey Findings: (Qualifications: survey was small and physi-

cian extenders in Michigan are fairly new. Therefore, dele-

gation may grow over time.)

1. What Physician Extenders Do:
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- - They spend most of their time on patient care and infor-

mation and counseling (Figure 14, p. 30-33).

- - They contribute to 20-80% of visits (Figure 16, p. 42-44).

-- They handle 10-30% of routine visits independently

(Figure 16, p. 44).

- - Employment of Physician Extenders resulted in a 10-20%

increase in volume of visits (Figure 17, p. 45-47).

- - Potential for productivity increases resulting from em-

ployment of physician extenders, as shown in another

study, is 50-750

-- Largest productivity increases have occurred in primary

care because of large volume of routine services

(Figure 18, p. 47-49).

2. Tasks Performed by Physician Extenders:

Michigan Physician Extenders are providing the services

spelled out on pp. 2 and 3 of "The Proposed Criteria" 8

(Table 3, p. 37 and Appendix II). Some of these services

are provided more frequently by Physician Assistants and

others more frequently by Nurses (pp, 38-39).

7Golladay, F.L., M. Miller and K. Smith, "Allied Health Manpower Strategies:
Estimates of the Potential Gains from Efficient Task Delegation, " Medical
Care, 11: 457-469, 1973.

8Michigan Advisory Commission on Physician Assistants, "Proposed Criteria for
the Education and Training of the Assistant to the Primary Care Physician,"
working draft circulated April 29, 1974. Adapted from: "Essentials of an
Approved Educational Program for the Assistant to the Primary Care Physician,"
established by the American Medical Association Council on Medical Education
in collaboration with the American Academy of Family Physicians, the American
Academy of Pediatrics, the American College of Physicians, and the American
Society of Internal Medicine, adopted by the AMA House of Delegates, December,
1971.
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3. Underutilization of Physician Extenders

-- 63% of the Physician Extenders felt that their skills

were underutilized. Nurses (92%), more often than PAs,

reported some skills were not fully utilized (Figure

20, p. 56-58).

-- Many of the Physician Extenders had considerable ex-

perience and background in health care and some may be

overtrained for their present roles ( Figure 20, p. 56-59).

- Physician Extenders perceived legal barriers to their

full utilization (p. 58-59).

4. Physician satisfaction with their Physician Extenders

-- 54% of the Physician Supervisors expressed the desire to

hire one additional Physician Extender (p. 67).

-- An additional 27% of Physician Supervisors are very

satisfied but do not currently perceive a need for

additional Physician Extenders in their practices

(p. 67-68) .

c. What The Commission Can Do

1. To avoid the construction of legal barriers to efficient task

delegation the Commission should adopt broad and flexible

guidelines and regulations which will not inhibit the real-

ization of productivity increases.

-- Promote training programs which prepare Physician Exten-

ders to function independently in certain areas.

-- Avoid the development of task lists which severely res-

trict the functions of a Physician Extender (let us not

replicate the California regulations which include task
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lists and produced a large exodus of PAs).

-- The Commission should adopt supervision requirements

which allow the Physician to utilize the Physician Exten-

der at his own discretion.

2. The Director of the Department of Public Health should be

advised that an educational program directed to Primary Care

Physicians on utilization of Physician Extenders is of great

importanco.

3. The Commission should recommend linkage between Physician

Extender Training Programs and Medical Schools.

-- To provide early orientation to TEAM PRACTICE.

-- To train physicians for task delegation.

To provide for interphase of clinical preceptorships

of medical students and Physician Extenders.

4. To fully utilize the potential of Nurses in expanded roles

and to avoid underutilization of existing nursing skills the

Commission should recommend revision of the Nurse Practice

Act.

4. The Rising Cost of Health Care.

a. The Problem:

- - Escalation of health care prices is one of the foremost

problems.

-- Cost inflation is likely to be exacerbated by the passing

of National Health Insurance legislation if Supply res-

ponses lag behind Demand increases.

- - Inasmuch as manpower costs are a significant component of

total health care costs a least-cost manpower strategy is

important for cost containment.
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b. Survey Findings:

Our Survey did not specifically address the issue of cost but

since we know that this is an important 'Concern of the Commission

and'since the Commission's recommendations will influence the

economic viability of Physician Extenders in Michigan we devel-

oped a set of recommendations.

c. What The Commission Can Do

1. Training Programs should be as short as possible and should

be cost-effective.

-- The longer the training period the higher are the oppor-

tunity costs, and the higher the salaries required to

compensate for the investment in training.

-- Programs should be of optimal size so as to minimize

the per student cost.

2. At the present time, Nurse Practitioner Programs appear to

be the shortest and least costly training programs. The

Commission should explore the possibility of recruiting

inactive Nurses into Nurse Practitioner Programs as a least

cost strategy toward increasing primary care services.

3. The Physician Extender strategy is more likely to result

in cost curtailment if Physician Extenders are trained to

provide services which substitute rather than services

which complement physician services.

4. The Commission should carefully consider the cost impli-

cations of supervisory regulations because the more time

Physicians have to spend on supervising Physician Extenders

the smaller the likelihood of cost containment.

S. The Commission should examine reimbursement policies with
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respect to

a. Utilization of Physician Extenders.

b. Impact on cost of medical care.

5. Quality of Health Care

a. The Problem:

To prevent that the introduction of Physician Extenders dilutes

the quality of care and produces a two-class health care system.

b. Survey Findings:

1. The qualitative changes Physician Supervisors observed in

their practices as a result of Physician Extenders are

increases in (p. 52):

-- Careful diagnosis.

- - Time for patient consultation.

-- Physician time on difficult cases.

-- Accessibility of Physicians.

- - Coordination of care.

2. The training and introduction of Physician Extenders into

a practice has spillover effects on Physicians and other

personnel in the setting in that it updates their skills and

knowledge and in that it raises awareness of the activities

carried on in the practice (p. 52).

c. What The Commission Can Do

1. The Commission is advised to take into account assurance

of "continued" competv.r.e as opposed to one-time, initial

entry competence. The Health Manpower Policy Studies Group's

ongoing study of alternative state credentialing mechanisms

will delineate which approval processes are most likely to
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facilitate assurance of continued competence. This study

should be completed by the end of this year.
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APPENDIX I

QUESTIONNAIRE AND INTERVIEW FORMS FOR

PHYSICIAN EXTENDERS AND PHYSICIANS



MICHIGAN HEALTH MANPOWER SURVEY
UTILIZATION OF PHYSICIAN EXTENDERS

Physician Extender Questionnaire

Name:

Location:

1. What is your position title?

2. Date of birth:
IRTE-47aar

3. Sex: (_ )Male E::] Female

4. Race: E::] American Indian C] Black []Spanish sur-named American 1---1White

Oriental L7)0ther

5, Education

GENERAL EDUCATION
A. Name E1 Location of Institution (City, State) Major Degree Year

(College, University, other Post-secondary Bi.)

B. FORMAL PROFESSIONAL EDUCATION which qualifies you for your current position:
Length of

Subject Areas Program Name
Leng

Institution'
Program,

C. ADDITIONAL TRAINING (informal) AND EXPERIENCE (e.g., medic) which qualifies

your for your current work.

Type of Activity Years



6. Number of weeks worked in last 12 months: (include paid vacations

as work time)

7. Number of days per week you see patients:

8. Average number of patients seen per day:

9. How do you divide your time among your various job related duties?
(Complete either column. Columns should add up to total hours worked per week

or 100 per cent.)

Administrative/Clerical
(for example, inventory and supply,
insurance forms, etc.)

Patient Care
(for example, diagnosis, examinations,
treatment, patient history, etc.)

Information and Counseling
(for example, information about child
care, interpretation of doctor's in-
structions, etc.)

Technical
(for example, inanizations, vision and
hearing screening, anthropometric measure-
ments, etc.)

Laboratory

Tbrood count, urinalysis, throat
culture analysis, etc.)

Hours per week OR % Week

Other
Tspecify)

Total hrs /wk. 100%

10. Listed below are ranges for total income before taxes. Please check the box
which corresponds to your income range.

1. Less than $10,000 4. [11$14,000 to $15,999

2. [J $10,000 to $11,999 5. E::j$16,000 to $19,999

3. r--1$12,000 to $13,999 6. [1 $20,000 and Over

11. How are you reimbursed for your services? (Check more than one if appropriate.)

[--1 Fee for service (Please note the fee schedule under which you are working.)

ri Salary

E] Other: (specify)



12. What Fringe benefits do you receive?

CD None

E::)Profit Sharing

Life Insurance

Health Insurance

El Disability Insurance

EJ Malpractice Insurance

E::i Continuing Education Allowance

[J Transportation Reimbursement

E::)Retirement

[]Overtime

[] Lodging

El Other

(specify)

13. Do you. carry any personal malpractice insurance? Yes No.

If Yes, how much coverage do you have? $

With which company? (optional)

14. In the following section, a series of specific tasks are listed. Check the
appropriate column indicating the amount of supervision you experience for
each task. Direct supervision means here that the physician extender would
check with the physician for all but routine tasks.

-Take a detailed patient
history

-Perform and interpret
rectal examinations

-Perform audiometric
tests

-Arrive at and record a
provisional medical
diagnosis

-Fill out insurance
forms

-Choose medications for
patient upon arrival
by physician approval

Perform Under Perform Under Initiate Without Do
Direct Non-Direct Doctor's Not

Supervision Supervision Instruction Perform



14. continued

-Administer medication
to patient

-Give injections/
immunizations

-Interpret physician's
instructions

-Arrive at and record a
provisional non-medical
diagnosis

-Prepare and suture
lacerations

-Follow up suture procedure
and remove sutures

-Take blood pressure of adult
patients

-Take blood pressure of
infants

-Perform physical examina-
tions of well patients

-Perform physical examina-
tions of sick patients

-Perform urinalysis

-Provide counseling for
non-medically related
problems

-Do inventory and supply
tasks

-Perform lumbar punctures

-Administer nerve blocks

-Order routine lab tests

-Give minor medical advice
over the telephone

-Give minor medical advice
in the. practice setting

-Make home visit when
diagnosis is chronic

-Make home visit when

diagnosis is acute

-Put on casts

-Apply traction

-Perform tonometric tests

-Make maternity hospital

visits

Perform Under Perform Under Initiate Without Do

Direct Non-Direct Doctor's Not

Supervision Supervision Instruction Perform



14. continued

Perform Under Perform Under Initiate Without Do
Direct Non-Direct Doctor's Not

Supervision Supervision Institution Perform

-Cover for physician
in emergency room

-Assess family psychosocial
resources

-Perform throat culture
analysis

-Apply dressings and
bandages

-Give blood transfusions

-Take ECG tracings

-Interpret ECG tracings

-Perform pelvic examinations

-Administer subcutaneous

local anesthesia

-Refer patients to social
agencies or other medical
health care facilities

-Initiate entry into health
care system (in-patient,
extended care facilitypetc.)
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MICHIGAN HEALTH MANPOWER SURVEY
UTILIZATION OF PHYSICIAN EXTENDERS

Physician Extender Interview

Name of Physician:

1. Did ou have any difficulty with the questions on the blue pages? Yes No.
What were the problems?

(Interviewer answers questions for the respondent at this point)

2. How did you find out about your present job?

3. Did you consider other opportunities at the time you took your present position?

ELIlo

(a) What were they?

Type of Position Salary

(b) What were your principle reasons for choosing this position
relative to these possibilities?

Yes

(c) What were the main reasons why you took your present job?



4, Generally, some one person has the overall responsibility for the management
of a doctor's office (business functions, including filling out of insurance
forms). Sometimes these functions are shared. What is your role in
office manapment?

(If rinci al responsibility or shared, ask 4 (a).)

(a) With respect to office coordination and management, do you feel that
you are principally a'substitute for the physician, or that you are
assisting him/her?

5, Traditionally, the physician manages and coordinates the delivery of health
care to his patients. Some of these functions, today, may be delegated to
assistants, although the ultimate responsibility remains with the physician.
What do you understand your current role to be in the management of patient
care; specifically:

(a) ,Scheduling and routing of patients through the office? (single visit)

(b) What is your role in arranging and scheduling of care during an episode
of illness? {more than one visit)

(c) What is your role in arranging for continuing health care? (Including
periods between episodes of illness.)

(ask 5 (d) only if the respondent answers in the affirmative to (a)I
or (b), or (c).



(d) With respect to the managementand coordination of health care for
patients, do you feel that you principally substitute for the doctor,
or rather that you assist him/her?

6. With respect to all the people in your office including the doctor, to whom do
you give direction or instruction? (no names, just positions)

7. Similarly, from whom do you accept direction or instruction?

Now, we would like to talk a little bit more about the limits of the supervision
and discretion that apply to you in your job. You have already indicated the amount
of discretion and supervision related to a number of specific functions and activities
in question #14 of the blue questionnaire. In the following questions we would
like you to respond in respect to these three patient care areas: first,
assessment and diagnosis; second, treatment; and third, counseling and

8. Would the Age of the patient change the degree of discretion and/or supervision
in any of I-Fe-three areas mentioned above?

No 1Yes

Diagnosis n w ways.
Assessment 1.

Treatment 2.

Counseling/
Instruction 3.

9. Would the sex of the patient have an effect on the amount of discretion and/or
supervision?

No 'Yes

Diagnosis/ Explain.

Assessment 1.

Treatment 2.

Counseling/

Instruction 3.



10. Would the severity of the condition have an effect on the amount of discretion
and/or supervision in these areas?

No t Yes 1-

Diagnosis/ Explain:
Assessment 1.

Treatment 2.

Counseling/
Instruction 3.

11. Would the nature of the condition (acute or chronic) have an effect on the
amount of discretion and/or supervision that apply to you in your job?

No [Yes 1
4

Explain:
Acute

Diagnosis/
Assessment

Treatment

Counseling/
Instruction

1.
2.

3.

Chronic

'Diagnosis/
Assessment 1.
Treatment 2.

Counseling/
Instruction 3.

12. Would the nature of the visit have any effect on the amount of discretion and/or
supervision? (i.e., first visits, repeat visits, or=drop-ins)

No 'Yes I

Explain:

Diagnosis /

First Visits

Assessments 1.

Treatment 2.

Counseling/
Instruction 3.



No: Skipto 14 (01

-a,-
(12. cont.)

Diagnosis /
Assessment

Treatment

Counseling/
Instruction

Diagnosis /
Assessment

Treatment

Cousel ing /

Instruction

Repeat Visits

1.

2.

3.

Drop-ins

1.

2.

13. Would the location of the visit have any effect on the amount of discretion and
supervision.(for example, in an outpatient clinic, hospital, house call, or the
physician's -office?

No YesJ

Explain:

Diagnosis/
Assessment 1.

Treatment 2.

Counseling/
Instruction 3.

14. Do you feel that your professional skills are being fully utilized?

1No Don't know !Yes: Skip to question #1i1

1.01(a) Is this because some of the skills you have are not being used at al

1221 I

(b) Is this because of legal restrictions, because the physician
doesn't request you to perform the tasks, because you feel that you
lack experience, or something else?



(14 cont.)

(c) Are some of your skills being used, but not as fully as they
should be?

Yes Know INo: Skip to N15.

(d) Why is that ? (Interviewer see 14 (b).)

15. Do you feel that your professional judgement is accepted by all of your
patients, most of your patients, or only some of your patients?

All Most Some11 MIMPINEWO

16. Thinking now about the future of your carreer, what do you feel is the next
step in your professional advancement?

17. Do you feel that your training has prepared you adequately for your present
position? Yes No Don't know

18. What do you think were the strengths and weaknessess of your training program?
(Give special reference to clinical and didactic instruction.)

19. What suggestions would you have for the improvement of the preparation and
training for a position like yours?

Thank you

REMIND RESPONDENTS TO MAIL BLUE QUESTIONNAIRE
TO THE HEALTH MANPOWER POLICY RESEARCH GROUP



MICHIGAN HEALTH MANPOWER SURVEY
UTILIZATION OF PHYSICIAN EXTENDERS

Physician Questionnaire

Name:

Location:

1. Permanent Michigan Registration Number:

2. Date of birth / .

NETErlre-if

3. Sex: iMale 1 j Female

4. Race: American Indian r--1Black El Spanish sur-named American [2:White r--]
Oriental C:10ther [] (specify)

S. Practice: Number of years in practice

Type of Practice: Please check items describing your current status.

Solo [-J Partnership [J Unincorporated group D Professional service/
Corporation practice T

Medical School C:j State or Local n Federal Government Consultant ri
Other El (specify)

Work Setting: Check items describing your current status.

Hospital :::) Nursing Home r--1College/University [DPublic Health

Out Patient Clinic EJ Private Office EJ Emergency Service EJ

Business/Industry Other (specify)-

6. Do you specialize in any particular field or fields? [] Yes [J No.
If Yes: Please Specify,

Board Status (check one

FIELD NONE BOARD ELIGIBLE BOARD CERTIF

7. er of weeks worked in last 12 months:

8. Number of days per week you see patients:

O. Average number of patients seen per day:
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10. Indicate the average number of hours per week worked in:

Patient care in office Patient care in hospital Teaching

Travel Research Administration

Other (specify)

11. How many of your patients are in the hospital per day, on the average?

12. Check the age group comprising the largest proportion of your practice:

j birth-5 F--1 5-14 15-24 1 j 25-49j J50-641 165 and over.

13. Please give the number of medical support staff working for you.

1. Registered Nurse
2. Licensed Practical Nurse
3. Physician's Assistant
4. Medical Assistant
S. Pediatric Nurse Practitioner
6. --Health Nurse Clinician
7. Health Aides
8. Technical
9. Other (specify)

How many physicianssharethis staff with you?

14. What changes have occurred in your practice as a result of the use of the
physician extender? (Check the appropriate box indicating increase or decrease,
the amount, or no effect.)

Fill in the approximate percent of change.

A. Change in total number of patients in your practice:

=increase decrease % No Effect =

B. Change in the number of patients visiting your office per week:

1lincrease ET decrease % No Effect -

C. Change in the number of patients seen by you personally per week:

El increase =decrease % No Effect =

D. Change in the net revenue of your practice:

= increase Eldecrease % No Effect =

15. What do you feel is an appropriate starting salary for a physician extender?

Minimum

Cannot answer without more information.

111r1111M,

Maximum

Thank you Doctor

Please mail this form to the Health Manpower Policy Research Group
in the attached envelope. If, however, any questions were not
clear, keep the form for clarification during the telephone interviews

.11=111101.11.11110.111=1.111111111111.111MMINI 11.
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Name of Auxiliary:

MICHIGAN HEALTH NIANPOWER SURVEY
UTILIZATION OF PHYSICIAN EXTENDERS

Physician Interview

1. Did you have any difficulty with the questions on the blue pages? Yes No

(If Yes:I What were the problems?

(Interviewer answers questions for the respondent at this point)
2. When you decided to hire a physician extender, what were the principle reasons?

3. Why did you hire the particular type of auxiliary rather than some other type?

4. Did you have more than one applicant for the position ?

No L...1121

What type or types?

The addition of any new staff usually expands the capacity of a physician's practice.
We would like to explore three specific aspects of your practice concerning this:
first, the effect of the additional personnel on the distribution of the tasks you do
personally; _pccrla, the thoroughness with which you can perform specific tasks; and
third, the n5iib64--cif new tasks that have been added to your practice.

S. On distribution, has the addition of these staff members changed the pattern
of the tasks you do?

No

How?
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6. With respect to thoroughness, has the use of this auxiliary changed the amount of
time you spend on particular tasks?

No S Yes

How?

7. Has the addition of this auxiliary changed the scope of your practice?

Nor Yes

row?

8. Are there tasks you would like the auxiliary to perform but for which you know
he/she is not trained?

No i Yes

What are they?

9. Are there tasks for which you know the auxiliary is trained, but he/she is not
doing?

Nor Yes
What are they?

9(a) Is this because of legal restrictions, your preference, or what?

10. What is the actual percentage difference in the'sizeof your practice now as com-
pared to what would be feasible without the auxiliary?
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11. Approximately what percentage of your patient visits are handled only by the
auxiliary?

emampnai

12. Approximately what percentage of your patient visits are never, seen by the .

auxiliary?

13. Would you be willing to hire additional auxiliaries?
No j Yes I

How many, which type, and for what reasons?

14. Finally, how do you think the effectiveness of physician extenders, in general,
could be improved?

Thank You,
Doctor

IREMIND RESPONDENTS TO MAIL BLUE QUESTIONNAIRE
!TO THE HEALTH MANPOWER POLICY RESEARCH GROUP
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APPENDIX II

Task List: Rating by Degree of Difficulty and Percent Performing

Difficulty
Percent

in

Averaged
Tasks Included in Analysis MD MD RN RN Rating

Perform and interpret rectal examinations D C D D D 39%

Arrive at and record a provisional
medical diagnosis D D D D D 77%

Fill out insurance forms A A A A A 24%

Administer medication to patient B B B B B-C 70%

Give injections/immunizations B B B B B-C 74%

Interpret physician's instructions C A C B-C B-C 98%

Prepare and suture lacerations C C C D B-C 36%

Follow up suture procedure and remove
sutures B B B C B-C 64%

Take blood pressure of adult patients B A A A A 92%

Perform urinalysis A A A A A 42%

Do inventory and supply tasks A A A A A 42%

Perform lumbar punctures D D2 B D D 4%

Administer nerve blocks D D 2 D D 11%

Order routine lab tests A A A B A 72%

Give minor medical advice over the
telephone B B D B-C 80%

Give minor medical advice in the
practice setting 8 8 D C B-C 91%

Make home visit when diagnosis is chronic B B D C B-C 56%

Put on casts B B D C B-C 38%

Apply traction B C
2

B B-C 29%

Make maternity hospital visits B B D C B-C 21%

Cover for physician in emergency room D D D D D 28%
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Perform throat culture analysis B B A B B-C 42%

Apply dressings and bandages B A A A A 77%

Take ECG tracings A A A A 34%

Interpret ECG tracings D D D D D 29%

Administer subcutaneous local
anesthesia C C C C B-C 38%

Refer patients to social agencies
or other medical health care facilities A B C B B-C 78%

Initiate entry into health care system
(in- atient extended care facility, etc.) B C C B-C 70%

Tasks Not Included in Analysis

Take a detailed patient history B A D D 94%

Perform audiometric tests C A A B 21%

Choose medications for patient on
arrival by physician approval C B D D 67%

Arrive at and record a provisional
non-medical diagnosis D A D D 89%

Take blood pressure of infants C A A C 33%

Perform physical examinations of well
patients B B D D 76%

Perform physical examinations of sick
patients C C D2 D 84%

Provide counseling for non-medically
related problems C A D C 81%

Make home visit when diagnosis is
acute C C 2

D 40%

Perform tonometric tests B B D C-D 17%

Assess family psychosocial resources 63%

Give blood transfusions B D 21%

Perform pelvic examinations D C C D 30%
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1. Degree of difficulty of tasks was rated independently by four members of the
School of Public Health at the University of Michigan. The group was composed
of two physicians, one registered nurse involved in education and one public
health nurse. Tasks were rated on a four point scale: A being the least
difficult and D the most difficult.

2. Either no rating of difficulty or a provisional rating of difficulty was
given these tasks by the physician or nurse becasue they felt these tasks
should not be delegated and should be performed only by the physician.


